The Comprehensive Child Development Program (CCDP) was a two-generation program that employed case management and home visiting to assure low-income children and their parents of a range of educational, health, and social services. Designed to meet the complex needs of disadvantaged families, CCDP was predicted by its planners to generate positive short-and long-term effects across a variety of child and parent well-being indicators. This article describes the CCDP program and reviews the results of the program evaluation.
D
uring the past 25 to 30 years, federal, state, and local governments, private foundations, and private industry have funded hundreds of interventions to address the problems associated with poverty. For the most part, these interventions have focused either on children (for example, the Head Start program) or on parents (for example, adult education and job training) but not on both simultaneously. In the past decade, programs for disadvantaged families have been broadened to include multiple family members and to provide or coordinate many social services. Known as "two-generation" or "integrated services" programs, these broader approaches are designed to serve both children and parents at the same time, with cognitive development services for children and parenting skills 134 134
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The CCDP Model and Implementation
The conceptual model for CCDP was based on the ecological theory of human development, 2 that is, that children's development is influenced by the families and communities in which they live. (See the articles by Olds and colleagues, by Duggan and colleagues, and by Wagner and Clayton in this journal issue for other programs developed within an ecological framework.) The CCDP training and other educational opportunities for parents. 1 Generally, twogeneration programs rely on case management delivered through home visits as a primary intervention strategy.
In recent years, two-generation programs have received a great deal of attention and a substantial amount of funding. The Comprehensive Child Development Program (CCDP), a $240 million five-year demonstration project funded by the Administration on Children, Youth and Families (ACYF) within the U.S. Department of Health and Human Services, was the largest and most visible of these programs. 2 CCDP's goals were to enhance the physical, social, emotional, and intellectual development of children in low-income families from birth to age five; provide support to their parents and other family members; and assist families in becoming economically self-sufficient. Eligible families included those with incomes below the federal poverty level, and with unborn children or children under age one. (These children were designated as the "focus" children, with one focus child in each family, for evaluation purposes.) In addition, each family was required to agree to participate in CCDP activities for five years.
ACYF made grants to operate CCDP projects through a competitive process that emphasized the selection of the most qualified bidders with the strongest staffs and the best track records of providing comprehensive services. Twenty-four sites in 22 states received grants in 1989 and 1990. 3 The sites were in inner-city and other urban areas and in rural areas. The local administrative agencies for CCDP grants included family service agencies, Head Start grantees, and health agencies.
CCDP was a closely monitored program in which variation among projects was minimized to provide a strong test of a single, coherent model. Federal staff at ACYF negotiated with prospective grantees at the proposal stage to ensure that each potential project's model met ACYF's standards and specifications. Once the projects were in operation, the activities of each project were governed by a set of federal compliance standards and enforced through a series of monitoring mechanisms implemented by ACYF and its technical assistance contractor, CSR, Inc. Figure 1 , envisioned short-term and long-term program effects for children and parents through the delivery of educational, health, and social services tailored to each family. Some program effects were expected to result directly from the delivery of services intended to deal with specific issues or problems; for example, mental health counseling was provided with the intent of decreasing maternal depression. Other effects were expected to occur indirectly; for example, parenting education was provided to mothers to promote children's cognitive development.
Model of Comprehensive Child Development Program (CCDP) Effects on Participants
Assumptions underlying the design of CCDP were that all low-income families have a complicated set of needs and that CCDP programs should ensure that all of those needs are met. The CCDP intervention was to begin as early as possible in children's lives; involve the entire family; ensure the delivery of comprehensive social services designed to address children's intellectual, social, and physical needs; ensure services to enhance parents' ability to contribute to the overall development of their children and achieve economic self-sufficiency; and ensure continuous services for children and adults until the children entered elementary school at the kindergarten or firstgrade level.
CCDP projects were mandated to build on existing educational, social, and health services in their communities to avoid duplication of effort. However, CCDP projects also were supposed to create new services when necessary to meet the needs of families or to ensure the provision of high-quality services. CCDP's goals were to be met by delivering two key services to families: case management and early childhood education.
Home Visiting in CCDP
Though it was not conceived as a home visiting program, CCDP used home visits as the primary means of delivering both case management and early childhood education. The CCDP model called for visits to begin during each focus child's first year of life and continue until the child entered school. Visits were to occur approximately twice a month, and each visit was intended to be one hour long. In practice, visits were conducted two to four times per month, and the length of visits varied from 30 to 90 minutes, depending on the family's needs. CCDP projects chose one of two models for delivering the two key program services: (1) in many projects, the staff member responsible for case management also delivered early childhood education during a single home visit; (2) in other projects, the case manager and another staff member without case management responsibilities but with training in early childhood education visited the home on alternating weeks.
Case Management
Each family that enrolled in CCDP was assigned a case manager, initially a paraprofessional from the local community. 4 These were individuals with life experiences similar to those of the program families. They usually had some familiarity with parenting but very limited post-high school education. Paraprofessionals were provided with extensive in-service training in areas such as conducting needs assessments, accessing services, and maintaining confidentiality.
Caseloads usually were fewer than 20 families, 5 and case managers were expected to conduct home visits to each family at least twice per month. Their responsibilities included working with each family to assess the goals and service needs of individual family members and of the family as a whole, developing a service plan, referring the family to services in the community, monitoring and recording the family's receipt of services, and providing counseling and support to family members, especially mothers.
A formal family needs assessment was conducted for each family within three months of its enrollment in CCDP and every six months thereafter. The needs assessment formed the basis for a service-delivery plan, developed jointly by the case manager and family members, which specified goals, needed resources, actions to be taken by family members and program staff, and a CCDP used home visits as the primary means of delivering both case management and early childhood education.
schedule. The goals most commonly specified by families were obtaining better housing, improving parenting skills, accessing child care and health care, obtaining transportation, increasing income, and accessing community resources. The plan was updated every three months and included an assessments of the extent to which goals were achieved.
To respond to the identified needs, program sites attempted to provide access to a range of services for parents (parenting education, adult education, job training and placement, prenatal and other health care, mental health care, substance-abuse treatment, housing referrals, and transportation) and for children (developmental screening and assessment, health care, child care, early intervention for children with special needs, and Head Start). Some CCDP sites also provided other services such as programs for teen parents, legal assistance, and loan funds. CCDP case managers were expected to document the actual delivery of services as much as possible, relying upon information from service providers as well as family members.
In the first year of CCDP, case managers' ability to engage families in the orderly, longterm planning required for the program was hindered by the need to resolve frequent family crises. Inadequate and unstable housing arrangements, lack of food or heat, substance abuse, and legal problems all made it difficult for adult family members to assert control over their lives. In many cases, paraprofessional case managers found it difficult to move beyond crisis intervention to help families develop and work toward more long-term goals.
CCDP project directors responded by offering more training to the paraprofessional staff and by having the professional staff, who typically were experienced in providing social services to families in poverty, take a larger role in negotiating services for participants. In addition, as paraprofessional case managers left, their replacements were required to have associate's degrees or some other form of post-high school training. CCDP case managers reviewed each of their cases weekly with supervisors and received additional, specialized assistance from multidisciplinary program staff, including health and mental health coordinators; employment, adult education, and early childhood specialists; and a male-involvement coordinator. These professional staff members then negotiated services for families and worked with staff in other community agencies to develop services. Although CCDP case managers were the program's main point of contact with families, each of the professional staff members also met with families or individual family members to address specific issues as needed. For example, although case managers might remind families to take children for immunizations and preventive health care, the health coordinator was responsible for maintaining immunization records, working with families whose immunizations were not up to date, and ensuring that mothers-to-be received prenatal care on schedule.
Early Childhood Education
CCDP projects were mandated to deliver or arrange for early childhood education for children from birth through age three, as well as for four-and five-year-olds. Services for the younger group of children were provided through home visits that focused on parenting education, either by the family's case manager or by a program staff member with prior training in early childhood education. By four or five years of age, at least half of the children in CCDP had enrolled in center-based early childhood education, while the remainder continued to receive early childhood education by means of parenting education. 6 Each project's early childhood coordinator selected or developed a curriculum for the early childhood part of the home visits and trained home visitors to deliver it. This portion of the home visit focused on educating parents in infant and child development and in parenting skills rather than working directly with children. In a typical session, the home visitor would suggest an activity to the parent, the parent would engage the child in the activity, and the home visitor would comment and perhaps suggest alternative strategies and additional activities. If the parent was hesitant, the home visitor might demonstrate the activity with the child. These biweekly sessions usually lasted about 30 minutes. This means that a parent who was present for every session received a maximum of 13 hours of parenting education in a year (26 sessions at 30 minutes per session), beyond what that parent might have received in other settings such as schools or hospitals.
The CCDP National Evaluation
The legislation that created CCDP called for an evaluation of the impact of the funded projects. Given this charge, ACYF devised a two-pronged evaluation strategy. Under one contract, CSR, Inc., was given responsibility for providing programmatic training and technical assistance to grantees in implementing the CCDP model; designing and implementing a management information system for program data collection; and designing and implementing a process evaluation to describe the families that participated in CCDP, the services offered and received, the way in which each project was implemented, and the costs of CCDP. 7 Under a second contract, Abt Associates, Inc., was given responsibility for designing and implementing an independent evaluation of the impact of the CCDP projects to find out what difference participation in CCDP made in the lives of children and their parents. 6 Abt's impact evaluation was conducted in 21 of the original 24 CCDP project sites. 8 Families were recruited by CCDP projects during 1990 and were randomly assigned to program, control, or replacement groups. 9 Grantees in urban areas recruited 360 eligible families at the start of the program (120 each for the program, control, and replacement groups), while grantees in rural areas recruited 180 families (60 for each of the three groups). Families included in the evaluation were those eligible during the first year of recruitment (1990-91) for the fiveyear CCDP demonstration project. The total evaluation sample across the 21 projects consisted of 4,410 families, with 2,213 families assigned to CCDP and 2,197 families assigned to the control group.
Projects began to deliver services during 1990, and data collection for the impact evaluation started in the fall of 1991. Data were collected annually during a five-year period for each mother and focus child on the child's second, third, fourth, and fifth birthdays. Smaller amounts of data were obtained when the child was 18 and 30 months of age, as well as from the father, and about children born after the focus child. Each program and control family therefore had up to six assessments. Data were collected from 89% of the families at least once during the life of the evaluation, with 74% of the CCDP families and 78% of the control group
The total evaluation sample across the 21 projects consisted of 4,410 families, with 2,213 families assigned to CCDP and 2,197 families assigned to the control group.
families participating in the final data collection when children were five years of age. Data were collected by trained staff who lived in each of the 21 sites. Figure 1 , presented earlier, depicts the theorized short-and long-term effects of CCDP, which include improvements in parents' economic self-sufficiency and parenting skills and in children's health and development. More than 100 mediating and outcome measures were included in the study. Descriptions of selected outcome measures used in this evaluation are presented in the article by Gomby on pages 27-43 in this journal issue. Measurements of child development and health were made through direct assessment of the focus children and through parent reports, while data on birth outcomes were collected through parent reports on children born subsequent to the focus children. Most of the data on parental outcomes were obtained through maternal reports, the exception being an observation of a mother-child teaching interaction. Data on services received by program and control families were collected through maternal reports. The CCDP management information system (MIS) developed by CSR, Inc., provided detailed information on services received but only for program families, because it was designed to monitor the nature and amount of services received by families participating in each of the CCDP projects. Hence, in spite of the richness of these data, the MIS could not be used to examine differences in services received by CCDP and control families.
Outcome Measures

Summary of Sample Characteristics
In 1990, the year during which most of the recruiting for the CCDP evaluation took place, data were collected on demographic and other characteristics of the families participating in the CCDP and control groups. Results indicated that the groups were very similar initially. Overall characteristics of the sample were as follows (combining CCDP and control group families and pooling across all sites):
s Race/ethnicity: Forty-three percent of the children in the sample were African American, 26% were Hispanic, 26% were white, 3% were Native American, and 1% were Asian/Pacific Islander.
s First language: Eighty-four percent of the children in the sample used English as their primary language, 14% used Spanish, and 2% used some other primary language.
s Teenage mothers: More than one-third (35%) of the mothers in the sample were teenagers (under age 18) when they gave birth to the focus child.
s Education level: More than half (51%) of the mothers in the sample had not graduated from high school when recruited for CCDP.
s Household income: Forty-four percent of households in the sample had total incomes of less than $5,000, and 85% had total incomes of less than $10,000 at the time of recruitment. Table 1 provides more detailed information about each group's characteristics and shows that there were no CCDP/control group differences at the start of the evaluation. Analyses comparing the CCDP and control groups were done using seven baseline variables for each of the 21 evaluation sites. The data presented in the national evaluation report show no consistent CCDP/control group differences in any site. 6 Any small differences were controlled for statistically in the subsequent impact analyses.
Results: Program Impacts and Costs
CCDP did not produce any important positive effects on participating families when compared with control group families for either parents or children.
Effects on parents. Five years after the program began, CCDP had no statistically significant impacts on the economic self-CCDP did not produce any important positive effects on participating families when compared with control group families for either parents or children.
sufficiency of participating mothers, nor on their parenting skills (Tables 2 and 3) . Mothers in the control group performed as well on these measures as CCDP mothers.
Effects on children. Five years after the program began, CCDP had no meaningful impacts on the cognitive or social-emotional development of participating children (Table 4) . 10 CCDP had no impacts on children's health or on birth outcomes for children born subsequent to the focus children (Table 5) .
CCDP had no important differential effects on nine subgroups of participants (for example, teenage mothers versus older mothers, mothers who entered CCDP with high school diplomas versus mothers who entered without high school diplomas, mothers living with partners versus mothers living without partners, male versus female children, and depressed versus not depressed mothers), given that there were fewer statistically significant differences than would be expected by chance alone. However, the same changes observed in CCDP families occurred in control group families. Vocabulary and achievement scores increased for children in the control group, just as they did for children in CCDP. Also, mothers in the control group found employment and earned more money, the percentage of control group families receiving AFDC and food stamps decreased, and fewer control group mothers were depressed. In general, mothers and children in the evaluation were not as well off as their more advantaged peers from higher-income families (for example, CCDP and control group children did not score at the same levels on the Peabody Picture Vocabulary Test or the Kaufman Assessment Battery for Children as children in the norm groups for those measures), but still, the data showed that the lives of low-income families did change over time, and typically in a positive direction.
These findings demonstrate the value of a randomly assigned control group. Data collected only about CCDP families would have given the misleading impression that the observed improvements in the lives of low-income families were attributable to participation in the program. The presence of improvements in the control group suggests instead that these are normal changes in the lives of families-changes that should not be attributed to CCDP.
Length of Enrollment
The length of enrollment in CCDP did not make an important difference to outcomes. One assumption made by CCDP's developers was that it would require several years 
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(from birth until entry into school) to ensure that children would be ready for school and that parents would become economically self-sufficient. The length of time that a family was enrolled in CCDP is a crude measure of a family's overall level of participation in the program.
An analysis of participation patterns of CCDP families showed that 58% of families participated in the program for three or more years, 48% of families were enrolled for four or more years, and 33% of families were in the program for five years. On average, families were enrolled in CCDP for 3.3 years. 6 Analyses were conducted to compare CCDP's impacts using the full sample of CCDP families, as well as the subset of CCDP families that participated for three or more years and the subset that participated for four or more years. The results of these analyses suggested that the length of time that a family was enrolled in CCDP was sometimes associated with a statistically significant difference in the outcomes achieved by that family but that these differences were so small that they were unlikely to produce meaningful changes in children's lives. For example, CCDP children in families that were enrolled for three to five years scored about 1.5 points higher than control group children on the Peabody Picture Vocabulary Test, the Kaufman Assessment Battery for Children Achievement Scale, and the Kaufman Assessment Battery for Children Mental Processing Scale. While a 1.5-point difference on these measures is statistically significant, it represents only about 0.10 standard deviation units, far smaller than the 0.25 or more standard deviation units typical of educationally meaningful differences.
One CCDP Project Had Important Positive Effects
The aforementioned results summarize the average effects of CCDP across all 21 sites. Additional analyses were conducted to examine the effects of CCDP in each of the sites that participated in the evaluation. Because there were no overall effects, it is no surprise that almost all of the CCDP projects had no positive (or negative) effects on any of more than 30 outcome variables. However, one of the 21 sites (Brattleboro, Vermont) had statistically significant and moderately large positive effects in several outcome domains: children's cognitive development; families' employment, income, 
Parenting Outcomes for Comprehensive Child Development Program (CCDP) Participants and Control Group
and use of federal benefits; and parenting attitudes.
There are several possible explanations for why CCDP appeared to be effective in Brattleboro but ineffective in other sites, which shared many of the same characteristics. The population served in Brattleboro was somewhat less at risk than the populations served in many (but not all) other sites. Brattleboro is in a state that provides a relatively high level of support to low-income families, and it also benefitted from the combination of being a small city in a rural area where program families were not seen as inferior to or different from program staff. In addition, with a school district as the grantee, the Brattleboro program had a clear focus on children and their education. Brattleboro also had a particularly strong project director and senior staff, all of whom stayed with the project for many years, and the staff appear to have done an especially good job of collaborating with local agencies, attributable in part to support for these activities at the state level and from the project's executive director. None of these factors can be singled out as the reason why CCDP was effective in one site and not in any others. The circumstances and context of Brattleboro were probably unique, and certainly acted in concert to produce positive effects.
CCDP Is a Costly Intervention
By any yardstick, CCDP is an expensive program. The total cost of CCDP (excluding the cost of externally provided services and the cost of participating in mandated research and evaluation activities) averaged $10,849 per family per year in 1994 dollars, or about $35,800 for each family in the evaluation, given an average length of participation of 3.3 years. 11 Forty-three percent of CCDP's personnel costs were attributable to direct intervention services such as home visits and case management, while 57% were attributable to program support services such as management and administration, coordination with other programs, recruitment and training, and MIS operations. 
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As a way to judge the magnitude of these costs, consider the per-family per-year costs of a few related programs: Head Start ($4,500 per family per year), 12 the Infant Health and Development Program ($10,000 per family per year), 13 the Even Start Family Literacy Program ($2,700 per family per year), 14 David Olds' Nurse Home Visiting Program in Elmira, New York ($2,300 per family per year), 15 Child Survival/Fair Start ($1,600 to $2,800 per family per year), 16 and New Chance ($8,300 per family per year), 17 all in 1994 dollars.
Cost comparisons are difficult to make because the dollars allocated to social programs are often used to buy very different sets of services, and these examples are not intended to provide an exhaustive comparison of the costs incurred by similar social and educational programs. Nevertheless, CCDP's annual cost per family is relatively high when compared with other social programs that have similar aims.
Some researchers might suggest that positive program effects and associated cost savings could be realized in the future. This hypothesis comes from evaluations that have found that the most important benefits of early childhood programs did not become apparent until many years after the programs had been completed and children had been followed into the public schools and beyond (most notably, this was found in the Perry Preschool study). 18 Several reviews supporting the contention that long-term effects of early childhood programs exist have appeared in the recent literature. 19, 20 However, these reviews summarized studies that followed children who had participated in intensive early childhood programs and who had first derived large short-term cognitive benefits from those programs. The most impressive long-term effects are associated with programs that also demonstrated shortterm effects, both on children's cognitive development and on mothers' parenting skills and behaviors. 19 Neither improved short-term cognitive outcomes for children nor improved parenting behaviors for mothers were found for CCDP families. CCDP's early childhood education services were not intensive, coming first in the form of biweekly, 30-minute inhome parenting education programs when children were less than three years of age, and moving to Head Start or other centerbased or home-based child development programs for children four and five years of age. CCDP children received an average of Table 5 Source 
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28 hours per month of center-based care from birth to age three, and 45 hours per month from ages three to five. This is substantially less than the 80 to 180 hours per month received by children in high-intensity programs such as the IHDP. Given the lack of an intensive early childhood program and the lack of short-term or medium-term effects in CCDP, there is no reason to hypothesize long-term positive effects for children who participated in CCDP.
But what about the possibility of long-term effects on mothers? There is scant research in this area, and no obvious literature pointing to the existence of long-term effects of antipoverty programs on mothers similar to those found for children who participated in intensive early childhood programs.
If long-term effects of CCDP exist at all, perhaps they would become evident for children born subsequent to the focus children. Perhaps CCDP's approach of providing child development services through parenting training was unlikely to succeed with the focus children because most of them were born prior to the beginning of parenting training, and focus children had to pass through many developmental stages before parenting skills had a chance of improving. Children born after the parenting training was provided had a better chance of benefitting from any improved parenting skills. Unfortunately for this line of reasoning, this evaluation showed no improvements in the parenting skills of CCDP mothers.
Why Were There No Program Impacts?
The results reported above-almost no positive impacts for parents or children on any measure or in any site-are disappointing.
This section posits some possible explanations of these disappointing findings, focusing on the definition and implementation of the program, its underlying strategy and theory, and the quality of services provided.
Definition and Implementation
Past programs have foundered when they were poorly defined or poorly implemented, but that does not appear to have been the case with CCDP. ACYF clearly and carefully defined the CCDP program so that it could be understood and implemented by staff at the local level. ACYF provided a detailed definition of the program, strong centralized management and oversight, and associated programmatic regulations and guidance. A management information system was put in place to help monitor service provision and to identify technical assistance needs. Project monitoring included monthly telephone calls, grantee meetings three times a year, quarterly progress reports, and annual weeklong site visits conducted by staff from ACYF and CSR, Inc., to assess compliance and provide technical assistance. Compared with other demonstration projects and other federal programs, there is little question that the CCDP model was well defined at the federal level, clearly communicated to local grantees in a variety of settings, and closely monitored.
Given a well-defined program, it is still possible that local grantees were unable to do a high-quality job of implementing the program. However, as reported in the CCDP process evaluation, CCDP served the families that it was intended to serve, worked with thousands of service agencies nationwide, and delivered or obtained a wide range of services for a high proportion of participating families. CCDP intended to provide up to five years of continuous service to lowincome families, and families recruited for the CCDP demonstration and evaluation participated for an average of more than three years. Compared with other demonstration programs, which often have annual dropout rates of 50% or more, 6 CCDP was relatively successful in retaining substantial numbers of families from a traditionally difficult-to-serve segment of the population.
Did CCDP Choose the Right Intervention Strategy?
If the program was clearly defined and fairly well implemented, perhaps its poor results
What the CCDP case managers could not do was obtain needed services that did not exist or were in short supply. They could not produce adequate housing, jobs that paid a living wage, or outpatient mental health services in communities that did not have them.
were due to a more fundamental problem. Perhaps the underlying assumptions about appropriate intervention strategies (that is, case management as the means to serve parents and changing parent behavior as the means to promote children's development) were incorrect.
CCDP chose to provide case management as the primary intervention with parents, assuming that what poor families need most is a guide and negotiator as they navigate the web of services in the community. It is probably true that many CCDP families came to rely on the help and advice they received from their case managers, and during the first two years of the program, larger percentages of CCDP families than control group families reported that they received most services. 21 However, in most cases the differences were not large-certainly not as large as might be expected for a program that spent about $11,000 per family per year to ensure that services were delivered. More importantly, by the end of the study, there were no important differences between CCDP and control group families in terms of the amount of services received, 6 suggesting either that families in the control group found similar guides and negotiators at one or more of the service providers they used, or that most families, even poor ones, know what services they need and how to find them. What the CCDP case managers could not do, even with the help of specialist staff, was obtain needed services that did not exist or were in short supply. They could not, for example, produce adequate housing, jobs that paid a living wage, or outpatient mental health services in communities that did not have them.
The case management model has been tried in other fields, with similar outcomes. For example, the Fort Bragg Child and Adolescent Mental Health Demonstration project, funded by the U.S. Army, was an $80 million program that delivered mental health and substance-abuse services using a coordinated case management approach to involve various service agencies. An evaluation of this program reached many of the same conclusions as the current studythe demonstration had a systematic and comprehensive approach to planning treatments, more parental involvement, strong case management, more individualized services, fewer treatment dropouts, a greater range of service, enhanced continuity of care, more services in less restrictive environments, and a better match between services and needs. 22 Despite these positive implementation findings, no positive effects were found on a wide range of child-level outcome measures. Comparison group children who participated in a less expensive, fragmented system of care without case management did as well clinically as children in the demonstration. This pattern of findings-good implementation of an integrated case management service-delivery system, followed by no effects on program participants-has been seen in other recent studies of child and adolescent mental health services. [23] [24] [25] (See the article by Wagner and Clayton in this journal issue for a discussion of case management for adolescent parents.) CCDP chose to focus its early childhood component on parents, seeing them as the conduits of children's developmental experiences. This approach reflects the views of many developmental psychologists and is a strategy common to many programs that seek to intervene with very young children. However, literature about the effects of parenting education on child development casts doubt on the efficacy of this approach. 26, 27 At the same time, there is substantial research evidence that the best way to achieve large effects on children is to provide intensive services directly to children for an extended period. 19, 20 This research does not dismiss the importance of the parents' role in child development. In fact, there is widespread agreement that competent parenting is related to positive child development. What is not available, as Alison Clarke-Stewart pointed out in her review of a decade of research about parenting education, is evidence about what parenting education should consist of, how it should be delivered, who should provide it, what kinds of parents are likely to benefit from it, what effects on parents might be expected from a widely used intervention rather than a small research study, and what the timing of such interventions must be if they are to have any hope of influencing children's outcomes. 28 In the absence of such evidence, intervention programs have little guidance when they choose parenting education as a strategy.
There are several reasons why parenting education as implemented in CCDP might have been ineffective. First, as noted earlier, parents who were present for every possible early childhood education home visit received only 13 hours of instruction in the course of a year. This is unlikely to be a sufficient amount of exposure to new ideas. Second, the parenting curriculum was often delivered by case managers who may not have internalized or agreed with the ideas they were communicating. Many parents had older children and may have already formulated their own parenting and teaching strategies; their day-to-day interactions with children may have been influenced little, if at all, by the home visitors. Finally, parenting education simply may not be a very effective way of enhancing children's development.
Service Quality
CCDP was developed under the assumptions that (1) most of the services needed by low-income families already existed in most communities, and (2) these services were of adequate quality to address the needs of low-income families. It is possible that these assumptions were incorrect and that the problem lay with the services obtained by CCDP-perhaps local services were of poor quality, or maybe they were not the services needed by participating families, or maybe they were not sufficiently intensive.
While there is no information about the quality of services provided through CCDP, there are data on the extent to which parents reported that services allowed them to meet the goals that they and CCDP staff set for themselves. Although CCDP families set many different goals, only a small percentage of parents reported that they attained those goals. For example, 37% reported that they obtained adequate housing, 11% reported that they improved their parenting skills, 24% reported that they obtained health care, 13% reported that they obtained social support, 17% reported that they furthered their education, 14% reported that their children had enhanced cognitive and social development, and so on. 7 This suggests that the great majority of participating parents did not think that CCDP helped them achieve the goals they set for themselves. These perceptions of program noneffectiveness on the part of CCDP parents are especially striking given the high satisfaction with which participants view most social programs. 29 What is not available is evidence about what parenting education should consist of, how it should be delivered, who should provide it, and what kinds of parents are likely to benefit from it.
Conclusion
There is no evidence that providing case management by means of home visits is an effective way to improve social, educational, or health outcomes for adults or children. Much of the case management for CCDP was done through home visits. Given the results of this study and other research, it appears that social programs will be more effective if they focus on direct service provision rather than on the organization of existing services. 30 Nor is there evidence that parenting education through home visits is an effective method to improve child development. Parents are the most important influences in their children's lives, but little is known about how to intervene effectively with parents to enhance child development. Many parents who enrolled in CCDP had been teenage mothers, had never completed high school, were poor readers or illiterate, and had poor parenting role models. The results of this study suggest that a program that provides parenting education through home visits every two weeks cannot, in a couple of years, ameliorate these problems and create competent parents who would enhance their children's development by age five. If children are developing faster than their parents can learn and use new strategies, it may be impossible for parenting education to be effective unless it is initiated very early-for example, through mandatory child development courses delivered in the middle school years.
Creating exemplary parents is a daunting challenge for any program. So too is creating the kinds of parents who can combat the damaging effects of unsafe neighborhoods, unsafe and unsanitary housing, and lack of financial resources. Researchers simply do not know which aspects of parenting skills are the most decisive influences in children's lives, or whether parent literacy, labor force attachment, or a solid understanding of child development is the most important determinant of children's development. Clearly, a better understanding is needed of the ways in which different parenting behaviors contribute to child development. Until then, a large body of research suggests that if the aim is to enhance the development of children from low-income families, then it is important to provide high-quality, center-based early education services for children. Although parenting education delivered through home visits is a popular and appealing approach, there is no high-quality research showing that this approach leads to positive effects on children.
